Introduction
Family is an inherent aspect of the human experience. A family unit comprises family members, such as a father, mother, and child, or individuals residing in a household who interact with each other and aspire to achieve common goals (Efendi, 2009) . Over time, family members cannot be separated from their roles in the completion of tasks, and they must manage various situations. When managing family situations, family functioning has a critical role for each family member, and family functioning can result in a positive or negative impact. The positive impact is shown in how the family functions, for example, how a family manages a chronic disease diagnosis, and plays a role in determining caregiving for the sick family member (Efendi, 2009) . Caregiving from a family member will create support and can have a positive effect on the recovery of patients. Furthermore, Efendi (2009) asserted that the well-being of family members influenced the quality of life of other family members. This assertion was supported by Friedman, Baer, Nelson, Lane, Smith, and Dworkin (1988) who say that family is the main factor in adjusting patients with chronic diseases.
A family is negatively affected after learning about a family member's cancer diagnosis. Nissen, Trevino, Lange and Prigerson (2016) observed a relationship between family functioning and psychosocial dysfunction in families with a member who is a cancer patient. In a family, cancer is typically a new experience for family members, and diagnosed patients must manage various problems while undergoing treatment (Wozniak & Izycki, 2014) . One problem is the level of fear patients with cancer experience, and management of this fear is helped by support from family members (Friedman, Baer, Nelson, Lane, Smith, & Dworkin, 1988) . Notably, patients with cancer and their other family members feel emotional reactions, such as anger and feelings of disagreement with the cancer diagnosis, after the initial diagnosis.
In Indonesia, families are a key element in caring for sick family members, at home and while undergoing hospitalization, and this tradition is considered an obligation. By contrast with Western countries, people in Indonesia generally have close family ties and tend to involve themselves in caring for sick family members. Thus, family members have a role as family caregivers in providing caregiving to patients with breast cancer. Individuals who become family caregivers, for example, close relatives such as spouses, children, stepchildren, or other relatives, have family ties with patients (Wozniak & Izycki, 2014) .
Caregiving can be performed by men and women. Women, compared with men, often dominate the role of being a family caregiver (Waliser, Spriggs, & Feldman, 2002) . This phenomenon shows that caregiving and household affairs are a tradition usually conducted by women. When families manage the aspects of a cancer diagnosis, a woman who becomes a family caregiver, compared with a man, has more means to manage the problems experienced (Kershaw, Northouse, Kritpracha, Schafenacker, & Mood, 2004) . However, Nijboer, Tempelaar, Sanderman, Triemstra, Spruijt, and Van Den Bos (1998) asserted that men, compared with women, who became a family caregiver experienced a lower psychological distress effect. Notably, it cannot be determined with certainty whether women or men have more severe pressure when caregiving for patients with breast cancer.
In a family, cancer causes changes in family identity, daily roles, and functions (Blanchard, Albrecht, & Ruckdeschel, 1997) . As a result, the role dynamics in the family also change, such that the family caregiver has a dual role in the family. Therefore, we suspect that these changes result in an imbalance in the family's family functioning. Family functioning regards all aspects of the family that have the purpose of maintaining or fulfilling all aspects of development owned by other family members (Epstein et al., 1978) . In the process of achieving the goals, family functioning has six dimensions: role, communication, problemsolving, affective response, affective involvement, and behavioral control. According to Wozniak and Izycki (2014) , families managing the cancer diagnosis of a family member experienced an effect on family functioning. First, cancer can make the model of family interaction change: A cancer diagnosis can cause an excessive burden on one family member because of an excessive role. Second, cancer is an unpredictable disease and results in family members being forced to change or delay their future personal plans and prioritize the patients' needs. The effect of delaying plans for the future can disrupt the stability of family functioning, and families may feel they have no future. Third, cancer causes changes in family functioning in external groups, such as offices, schools, or social life, as well as in other groups, such as doctors or nurses.
Disruption of family functioning affects the psychosocial well-being of the patient and the family members. Dorros, Card, Segrin & Badger (2010) asserted that diagnosis and treatment in patients with breast cancer cause pressure on the patients that affects family well-being, such as causing emotional stress. In addition, stress as a result of a cancer diagnosis affects patients and family caregivers (Weitzner, McMillan, & Jacobsen, 1999) . These problems are a challenge in the caregiving process and have a negative impact on the ability to provide optimal patient care (Fujinami, Sun, Zachariah, Uman, Grant, & Ferrell, 2015) . In patients who receive a diagnosis when the cancer is in an advanced stage, a substantial influence was observed on the psychosocial conditions of patients and their families (Schuler, Zaider, Hichenberg, Masterson, & Kissane, 2014) . This finding was supported by Nissen et al., (2016) , who described a relationship between family functioning and psychosocial dysfunction. Nissen et al., (2016) also suggested that being a poorly functioning family caring for a patient with cancer has been associated with an increased risk of depression and anxiety.
One example in the literature of a family caring for a patient with breast cancer observed the following. M was a husband who cared for his wife who was a patient diagnosed with Stage 3 breast cancer. M said that when his wife was undergoing cancer treatment in a hospital, she tended to be quiet, and M said his wife was often angry when M attempted to advise his wife. M's wife felt that M would not understand her as a patient with breast cancer. Triggered by his wife's feelings, M eventually felt unable to complain to his wife about the problems he had to manage as a result of the cancer diagnosis, such as boredom and financial problems.
Based on these findings, the behavior of patients illustrates that communication in families with members who are patients with breast cancer can be ineffective and cause communication disruption, which is one dimension of family functioning. This finding is in accordance with Wozniak and Izycki (2014) , who asserted that a cancer diagnosis makes communication between a husband and wife who are initially fine disturbed because either the husband or wife chooses to not convey his or her condition as a whole. In addition, the disruption of communication is the difference in communication needs, coping strategies, and participants' ability to express emotions (Wozniak & Izycki, 2014) . In addition to the problems observed in couples, the family caregivers of patients with breast cancer have reported problems, for example, with communication and emotional distress (Kershaw, Northouse, Kritpracha, Schafenacker, & Mood, 2004) .
Additionally, when providing care for patients with breast cancer, family caregivers must possess complex skills, for example, planning, decision-making, problem-solving, access to health system resources, and health care system negotiations (Given, Given, & Sherwood, 2012) . Some of these skills can be performed by family caregivers who have high family functioning values in several dimensions. For example, when a person has a high score on the dimension of problem-solving, she or he has one skill to provide care for patients with breast cancer. Therefore, the authors feel that a family caregiver with low family functioning affects the poor caregiving to patients with breast cancer.
The performance of caregiving duties for patients with breast cancer is required throughout the treatment process, and possibly until the patient dies. As a result, family caregivers spend almost every minute of every day-24 hours a day and 7 days a week-treating their patients. Nijboer et al. (1998) asserted that providing long-term caregiving to patients with cancer was associated negative effect on health that increases the psychological and physical burdens of the family caregiver.
Caregiving has been proven to be a factor in the emergence of caregiver burden and in its journey tend to increase the prevalence of caregiver burden in the future (Arai, Hosokawa, Washio, Miura, & Hisamichi, 1997; Goldstein, Concato, Fried, & Kasl, 2004) . Research on the pressure in the caregiving process conducted by a family caregiver was also studied in Indonesia by Ginayarahmah (2013) , and the results demonstrated that pressure was higher on a family caregiver compared with a formal caregiver. An explanation for this result was asserted by another example in the literature: The family is a major component of palliative care and is a source of emotional support (Kim, Kim, Kim, Kim, Shin, Shim, Hwang, Chung, & Yoon, 2016) .
Caregiver burdens have been associated with reducing physical and psychological health conditions (Cassileth, Lusk, Brown, & Cross, 1986; Grunfeld, Coyle, Whelan, Clinch, Reyno, Earle, Willan, Viola, Coristine, Janz, & Glossop, 2004) . The burden on a family caregiver of a cancer patient, and especially on a family caregiver of a breast cancer patient, is a critical predictor of stress and depression. Grunfeld et al., (2004) demonstrated that the physical and emotional stress experienced by patients with breast cancer is a factor that predicts the emergence of distress in the family caregiver. In addition, the caregiver burden undertaken by the family caregiver caring for a breast cancer patient is the strongest predictor of depression and anxiety.
Similar to Grunfeld et al., (2004) , the longitudinal study conducted by Nijboer et al., (1998) demonstrated an increase in the psychological and physical burdens in caregivers for patients with cancer, which led to research that attempted to understand the predicting factors. poor adjustments to caregiving activities. The process of caregiving for patients with cancer can worsen because of pressure, resulting in symptoms such as anxiety, depression, despair, fear, and perceived caregiver burden (Wozniak & Izycki, 2014) . In addition, Sharpe, Butow, Smith, McConnell, and Clarke (2005) asserted that caregivers often choose to refrain from communicating their needs and feelings in order to maintain the feelings of patients and other people around them. The effect of this decision is that the caregiver feels isolated and misunderstood; the caregiver prevented the possibility of receiving social support.
The tendency of the family caregiver to isolate her-or himself from the family resulted in a high caregiver burden (Rodakowski, Skidmore, Rogers, & Schulz, 2012) , and this high level of burden makes the family caregiver feel unsupported by the people around them. Insufficient family support increases the pressure experienced by the family caregiver (Sharpe et al., 2005) . Many factors can influence the amount of pressure felt by the family caregiver. Pohan and Sukarlan (2012) found that the characteristics of the medical conditions of the patient could influence the pressure on the family caregiver. In addition, several characteristics of caregivers can increase caregiver burden, including marital status (i.e., unmarried), a young age, female sex, low education level, length of caregiving time, infrequent visits from family members, poor family functioning, low self-esteem, low monthly income, insufficient or absence of social support, physical health problems, depression, and anxiety (Kim et al., 2016) . Therefore, family functioning and caregiver burden are considered to have a relationship, especially in family caregivers of patients with breast cancer. Barnes (2012) investigated the relationship between family functioning and the burden on family caregivers in a population of parents who were family caregivers for chronically ill patients (i.e., children with brain paralysis), and the results demonstrated that the higher the level of family functioning in the family of the caregiver, the lower the perceived burden level and depression.
Based on the aforementioned description, we observe a relationship between family functioning and caregiver burden. As explained, both variables can cause psychosocial dysfunction such as depression and anxiety. Disruption of communication in the family and changes in the roles played by the family caregiver also trigger high caregiver burden, but communication and roles are the dimensions of family functioning. Caregiver burden affects the family caregiver, the caregiving provided by the family caregiver, and the patient as a result of patient interaction and family caregiver as a family. In addition, families with a member who has received a breast cancer diagnosis compared with other types of cancer diagnoses (e.g., colorectal cancer) have higher levels of anxiety (Edwards & Clarke, 2004) .
According to our review of the literature, conducting research on the relationship between family functioning and caregiver burden on the family caregiver of patients with breast cancer in Indonesia would be a valuable contribution. Thus, in this study, we aim to investigate the relationship between family functioning and caregiver burden and the correlation for each family functioning dimension.
Materials and Methods

A. Theoretical
We study two variables: family functioning and caregiver burden. Family functioning is all the aspects of the family that aim to maintain and fulfill all the social, biological, and psychological aspects of the development of family member (Epstein et al., 1978) . This study uses family functioning and the McMaster Model of Family Functioning (MMFF), which uses a system approach as the basis for its assumptions (Miller, Ryan, Keitner, Bishop, & Epstein, 2000) .
Thus, we base this study on the following five factors. First, the system approach has five basic assumptions, and each part of the family is related. Second, one part of the family cannot be understood if separated from the whole system in the family. Third, family functioning cannot be fully understood by understanding only one individual in the family. Fourth, family structure and organization is a critical factor that strongly influences and determines the behavior of each family member. Fifth, the transactional pattern of the family system is a strong factor that shapes the behavior of each family member.
From the perspective of the MMFF, family functioning has six dimensions: problem-solving, communication, regulation, affective response, affective involvement, and behavioral control (Epstein et al., 1978) . First, the problem-solving dimension is defined as the family's ability to solve problems to a level that maintains a good family function. Second, the dimension of communication is defined as the process of exchanging information in verbal form between family members. Third, the role dimension in the family is defined as a repetitive pattern of individual behavior that fulfills family functions (Epstein et al., 1978) . Fourth, the dimension of affective response is defined as the ability to respond to various stimuli with appropriate quality and quantity of feeling (Miller et al., 2000) . Fifth, the dimension of affective engagement is defined as the extent to which the family displays interest and appreciates the activities and interests of family members. Sixth, the dimension of behavioral control is defined as a pattern applied by the family to handle behavior in three specific situations: a physically dangerous situation, a situation involving meetings and disclosure of psychobiological knowledge and encouragement, and situations involving socialization behavior inside and outside of the family (Epstein et al., 1978) .
The second variable is the caregiver burden. Zarit et al., (1980) defined the caregiver burden as the extent to which caregivers feel depressed by the emotions, physical health, social life, and financial status that they feel when caring for their relatives or family members. Caregiver burden can be categorized as objective or subjective (Kim et al., 2016) . The caregiver burden objective is intended to the tasks as a family caregiver (Ejem, 2014) . Objective burdens can be interpreted as specific events and activities related to caregiving such as financial problems or the absence of personal activities (Wozniak & Izycki, 2014) .
Conversely, the subjective caregiver burden includes psychological factors such as sadness, guilt, fear, anxiety, and depression. The subjective level of caregiver burden experienced by the family caregiver is influenced by factors related to patients that start with the initial symptoms, including decreasing functional status, short life after diagnosis, and time period until death (Given, Sherwood, & Given, 2011; Grunfeld et al., 2004; Kim et al., 2016) .
B. Instruments
The instrument in this study uses a questionnaire in the form of self-report. Participants are asked to answer the questionnaire statement in accordance with what they feel. The questionnaire comprised informed consent sheets, participants' personal data, patient self-data, and measuring instruments. The measuring instruments we use are the Family Assessment Device (FAD), to measure family functioning, and the Zarit Burden Interview (ZBI), to measure the burden on the family caregiver of patients with breast cancer.
The FAD was developed by Epstein, Baldwin and Bishop, in 1983 , to measure the dimensions of the McMaster Model according to the perception of each family member (Epstein et al., 1983) . The FAD also measures the six dimensions of the Mc-Master Model and the overall family functioning (Miller et al., 2000) . The FAD comprises 60 items: Each family member is asked to rate each statement that describes the aspects of the family functioning by choosing one of four alternative responses. Individual responses are calculated using 4-point Likert scale (4 = strongly agree, 3 = agree, 2 = disagree, and 1 = strongly disagree) (Ryan, Epstein, Keitner, Miller & Bishop, 2012) .
The ZBI is a measurement tool commonly used to measure caregiver burden (Bachner & O'rourke, 2007) . ZBI is the longest instrument, is often used in measuring pressure from care, and has been translated into several languages that allow for international comparisons (Schreiner, Sherwood, & Given, 2006) . The ZBI comprises 22 items that measure subjective burden by using a'4-point Likert scale (0 = never, 1 = rarely, 2 = sometimes, 3 = quite frequently, and 4 = nearly always) Items are classified into five dimensions: burden in relationships, emotional well-being, social and family life, finance, loss of control over life (Rafiyah, Suttharangsee, & Sangchan, 2012) .
C. Samples
This study has a sample of 35 participants: family caregivers of patients with breast cancer who have been treated for at least 3 months. Participants have a minimum age of 18 years and live in Jakarta, Bogor, Depok, Tangerang, and Bekasi. The sampling technique of this study uses non-probability sampling. The non-probability sampling technique is used when the researcher does not know information about the amount of the intended population (Gravetter & Forzano, 2012) . The type of non-probability sampling in this study is purposive sampling.
In this study, we personally approached the participants, who were in the hospital. Data collection was conducted on April 15 to May 6, 2018, by administering a questionnaire to 35 caregivers of patients with breast cancer who lived in hospitals or a shelter house. After we collected the data, we processed the data statistically using SPSS.
Results
Regarding the sample of 35 participants; 77.14% were female; 42.86% were in the middle age group (aged 41-65 years); 68.57% belonged to religions that are part of Islam; 45.71% had a high school education, which was the highest level of education attained; 60% were married; 62.5% had 0-2 children; 40% were children of patients with breast cancer; 68.57% lived with patients; and the majority had a family of more than four members who lived together in one home. Additionally, as many as 40% of the participants who treated patients with breast cancer for more than 1 year and in addition to being a family caregiver of 60% of the participants are people who are working. The amount of expenditure per month for 40% of the participants was Rp1.500.000-3.000.000. Based on health, 74.28% of participants felt they had a healthy body, and nine participants reported health problems, such as aches, dizziness, and fatigue. Furthermore, based on the data from patients with breast cancer, patients treated by the 77.14% family caregiver were in the middle-aged group (41-65 years), and all the patients were female. A total of 48.57% of the performance status held by patients is Stage 2, and the most common treatment, for 57.14% of patients, was chemotherapy. As much as 85.71% of patients did not have limitations and disabilities, and 14.28% of patients felt limitations, such as difficulty moving or walking. The highest range of cancer diagnosis years was 85.71% in the 2016-2018 range. The highest education of patients with breast cancer, by 40%, was high school. Additionally, 80% of patients with breast cancer were married. In addition to the family caregiver, some patients with breast cancer were also receiving caregiving from other people, such as their husbands, children, or relatives. After examining the participants' demographic data, we examined at the general overview of the family functioning and the caregiver burden. Based on table I, the mean score of family functioning was generally the highest level (M = 35.40, SD = 3.987), and a family caregiver caring for a breast cancer patient tended to have a family functioning level above the median. The family functioning dimensions' dimensions that had an average score above the median were problem-solving (M = 18.43, SD = 0.411), communication (M = 23.66, SD = 1.473), roles (M = 28, 89, SD = 3.113), affective involvement (M = 24.37, SD = 2.971), and behavior control (M = 35.40, SD = 3.987). Having an average score above the median means that the average score of participants was above the middle score. In addition, some dimensions had an average score below the median in the dimension of affective responsiveness (M = 15.74, SD = 2.160). This result means that the average score on the dimension of affective responsiveness was below the median score. The caregiver burden was M = 23.71 and SD = 12.57 and had an average score above the median. Furthermore, in the examination of the family functioning relationship with the caregiver burden, we examined the relationship between the total general functioning or family functioning scores in general and the total caregiver burden score by using Pearson correlation statistical tests. The calculation results are presented in table II. Based on the table II, we conclude that, in general, the family functioning or general functioning and caregiver burden of the family caregiver caring for a breast cancer patient has a significant negative correlation, r (35) = -0.597, p <0.05. Having a negative correlation means that the higher the value of family functioning, the lower the caregiver burden of the family caregiver caring for a breast cancer patient, and vice versa. Based on these results, the alternative hypothesis of this research is accepted and the null hypothesis is rejected. Furthermore, we observe the relationship of family functioning dimensions with the caregiver burden, which is presented in table III. Based on table III, the dimensions of family functioning that have a significant correlation with the burden caregiver are the roles of dimension. Role and caregiver burden have a significant negative correlation, r (35) = -0.523, p <0.01. Based on these results, the higher the value in the role dimension, the lower the caregiver burden for the family caregiver caring for a breast cancer patient.
Discussion and Conclusion
Family functioning and the characteristics of the diseases patients must endure are associated with psychological problems such as depression and anxiety as well as a burden on their families (Edward & Clarke, 2004) . In families managing a cancer diagnosis, families with a low level of family functioning will be at risk of having psychological problems such as burden, depression, and anxiety (Nissen et al., 2016) . This statement supports the results of Science, Education and Humanities Research, volume 229 this study: We observe a significant negative correlation between family functioning and caregiver burden for the family caregivers of patients with breast cancer. A negative correlation identifies that both variables have a contradictory relationship, that is, if the family caregiver of a breast cancer patient has a high score of family functioning, the score of caregiver burden is low. The research that supports the results of this study is Barnes (2012) , in a population of parents who were family caregivers for patients undergoing long-term treatment, namely, children with cerebral paralysis.
This study investigated the correlation between family functioning, family caregiver burden, and depression. The results of this study are as follows: The balance of relationships in the family and the flexibility of the family result in low levels of burden and depression for the family caregiver. That is, when the family functions properly, the burden borne by the family caregiver is reduced.
This research also examined how the family functioning dimensions correlate with the caregiver burden. Based on the results of the study, the dimensions that have a significant correlation with the burden caregiver are roles. The role dimension has a significant negative correlation with the caregiver burden, that is, the higher the score of the role, the lower the burden on the caregiver owned by the family caregiver of patients with breast cancer. The results of this study are supported by Wozniak and Izycki (201) , who explained the impact of cancer on family functioning. When families manage a cancer diagnosis, major changes in the family occur, especially changes in the family members' pre-diagnosis roles. They conducted informal interviews with participants who were children who became a family caregiver for their mother.
Based on the results of the interview in this study, the participants had been caring for patients with breast cancer for more than 1 year in one of the shelter houses. One participant said the she had treated patients when she was a final year student. The participants felt very burdened by the task of being a family caregiver and being a final year student simultaneously. Participants claimed the burden of working on two things simultaneously was heavy. In addition, when graduating from college, participants delayed working and chose to caring the treatment of patients in the hospital.
In addition, as already discussed in the brief interview results, the family caregiver tends to put aside her or his work and to provide caregiving to the patients with breast cancer. The description of these two participants presented the results of the study, namely, the change or the extended roles that have been causing the burden on the participants. In addition, the condition of the participant was also in accordance with Wozniak and Izycki (2014) : Cancer causes family members of patients to delay future plans. This phenomenon can be observed in the decision of the participants not to work and focus on the caring of and the treatment for patients.
In addition, the main results of other dimensions such as problem-solving, communication, affective responsiveness, affective involvement, and behavior control do not have a significant correlation to the caregiver burden of the family caregiver; based on these results, we observed that this could be caused by the characteristics and conditions of the family caregiver at this time. In the problem-solving dimension, we assumed that in managing cancer, the family caregiver tended to trust all medications, doctors, and hospitals. This assumption was deduced from the results of informal interviews when the data were collected. Participants said that cancer treatment for patients depends on only the hospital. In addition, the high cost of cancer treatment makes participants very dependent on the use of BPJS Kesehatan. This result is also supported by a discussion on Toseland, Blanchard, and McCallion (1995) , which said that the problems managed by a family caregiver regarding caregiving for patients with cancer did not cause the family caregiver to be too stressed or depressed; however, the caregiver felt relatively effective at overcoming cancer problems. Therefore, we conclude that the problemsolving dimension is very much influenced by many factors, especially in the family caregiver population of patients with breast cancer.
Similar to the problem-solving dimension, in other dimensions, communication, affective responsiveness, affective involvement, and behavior control also do not have a significant correlation with the caregiver burden in the population of family cancer caregivers. For this reason, we also suspect that it can be caused by the characteristics and conditions of the participants in this study. As many as 28 family caregivers, at the time of data collection, were staying at a shelter house near the hospital. This result means only seven people resided with other family members in their home. According to Epstein, Bishop and Levin (1978) , family functioning has the assumptions that every part of the family relates to one another and one part of the family cannot be understood if it is removed from the whole system in the family. That is, to observe how the family functioning of individuals should be considered when individuals reside with other family members so that interaction is created in accordance with the dimensions of the family functioning. This is in contrast with the current condition of the participants because most participants leave other family members and only stay with patients at a shelter or rented house to facilitate the treatment process. As a result, the family caregiver does not have sufficient time to interact with other family members.
The limitation of this study is that most family caregivers of patients with breast cancer were not living with other family members because they had to undergo treatment at the hospital. The participants had to leave other family members and stay in a shelter house for an undetermined duration. As a result, some of the items from the family functioning measurement tool were not felt according to the conditions experienced by the family caregivers. Family functioning items were also difficult to understand for some participants:
The participants had difficulties understanding items on the measuring instrument and communicating their self-perceptions regarding these items.
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